ETHICS DISCLOSURE STATEMENT

CONFLICTS OF INTEREST ~ DECISIONS AND VOTING
State Form 55860 (R / 10-15) FEB 02 202'
OFFICE OF THE INSPECTOR GENERAL

IC 4-2-6-9

FILED i

In accordance with IC 4-2-8-9, you must file your disclosure with the State Ethics Commission no later than seven (7)
days after the conduct that gives rise to the conflict. You must also include a copy of the notification provided to your
agency appointing authority and ethics officer when filing this disclosure. This disclosure will be posted on the Inspector
General's website. '

Name (/ast) Name (first) Name (middle)

Norris Katrina Faye

Name of office or agency Job title

FSSA/DMHA ‘ Exec. Director Indiana State Psychiatric Hospital Network
Address of office (number and street) City ZIP code

498 NW 18th Street Building 415 Richmond 47374

Office telephone number Office e-mail address (required)

( 765 ) 935-9292 katrina.norris@fssa.in.gov

Describe the conflict of interest:
My role at the DMHA is to serve as the leader of the State Psychiatric Hospital Network; overseeing the Superintendents

................................................................................................................................................
................................................................................................................................................

................................................................................................................................................
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Describe the screen established by your ethics officer: (Attach additional pages as needed.)
If any matters regarding NASW should come before DMHA, 1 will have no involvement in any decisions, votes

................................................................................................................................................

AFFIRMATION

Your signature below affirms that your disclosures on this form are true, complete, and correct to the best of your
knowledge and belief. In addition to this form, you have attached a copy of your written disclosure to your agency
appointing autherity and ethics officer.

Signature,of state officer, employee or special state appointee Date signed (month, day, year)
2/2/2021

Printed full name of state officer, employee or special state appointee
Katrina Norris, LCSW LAC CADAC V

FOR ETHICS OFFICER USE ONLY

Your signature below affirms that you have reviewed this disclosure form and that it is true, complete, and correct to the
best of your knowledgr]e and belief. You also attest that your agency has implemented the screen described above.

Sign f ethic Date signed (month, day, year)
% ND @M February 2, 202|
Printed full name of ethic¥ officer

Latosha N. tigqins
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From: Sullivan, Jennifer

To: Norris, Katrina F
Cc: Higains, Latosha
Subject: Re: Disclosure Form
Date: Tuesday, February 02, 2021 3:49:24 PM
Attachments: image001.png
image002.0ng
Thank you

Jennifer Sullivan, MD MPH
Secretary, Indiana Family and Social Services Administration
402 W Washington Street IGC-S W461
Indianapolis, IN 46204
enpifer.Sullivan@fssa.in.gov
@confectionsmd
@FSSAIndiana

From: Norris, Katrina F <Katrina.Norris@fssa.IN.gov>
Date: Tuesday, February 2, 2021 at 1:32 PM

To: Sullivan, Jennifer <Jennifer.Sullivan@fssa.IN.gov>
Cc: Higgins, Latosha <Latosha.Higgins@fssa.IN.gov>
Subject: Disclosure Form

Dr. Sullivan,

Please find my disclosure form attached in regards to providing public testimony at the Indiana
General Assembly. | have been in constant communication with Jay and Latosha throughout the
process; both of which were incredibly helpful.

Respectfully submitted-

Ratrina Yowics

Katrina Norris, LCSW LAC CADACV
Executive Director Indiana State Psychiatric Hospital Network (ISPHN)
Indiana Family and Social Services Administration

498 NW 18" Street Building 415
Richmond, IN 47374

Office: 765-935-9292

Cell: 765-580-9553



Katrina.Norris@fssa.IN.gov
http://www.IN.gov/fssa
¥ @FSSAlndiana




